Introduction
Syphilis is described as one of the major diseases in the history of mankind, its first outbreak being reported at the end of the 15th century. During that period, typical clinical manifestations were reported, and the mortality rate ranged from 20 to 40% [1] . The discovery and introduction of penicillin as a form of treatment caused a dramatic reduction of its incidence as well as of morbidity and mortality [1, 2] . Despite this great advancement, in the last few years, an increase in the incidence rate of the disease has been observed in several countries, associated with a change in risk behaviors, particularly in the group of men who have sex with men [3] [4] [5] . In the United States, the annual detection rate of primary and secondary syphilis increased from 2.1 to 5.3 cases per 100,000 inhabitants during 2000 to 2013 [6] .
In the acquired form of the disease, Treponema pallidum is primarily sexually transmitted, and the natural history of the disease is characterized by periods of activity (primary, secondary, and tertiary syphilis) and periods of latency (latent syphilis). In addition, syphilis can also be classified as early -when the diagnosis is made within the first 12 months from infection -or late -when it has been present for more than 12 months [2] .
The disease is especially important for dermatology due to the wide variety of clinical forms it may assume, so that it is called 'the great simulator' [5] . Although uncommon, the nail unit may be affected in primary, secondary, and tertiary phases [7] . We report a rare case of secondary syphilis with a periungual lesion.
Case Report
A 52-year-old male patient presented with the complaint of a lesion on the left fifth finger and the left leg for 4 months, with simultaneous onset and progressive growth. He reported discrete pruritus but denied pain, local secretion, triggering factors, or genital lesions. He did not have comorbidities and did not use any medications.
The dermatologic exam showed an erythematous scaly plaque in the lateral region of the left fifth finger extending up to the lateral nail fold and to part of the hyponychium ( fig. 1 ). On the posterior region of the left leg, an erythematous scaly plaque with a pale center was observed ( fig. 2 ) .
The clinical hypothesis was dyshidrotic eczema and Bowen's disease for the finger lesion and nummular eczema for the leg lesion. An incisional biopsy was performed in both lesions. The histological examination showed an epidermis with slender and elongated interpapillary crests, segments of vacuolar degeneration of the basal layer, necrotic cells, and exocytosis of lymphocytes. The granular layer was irregular, and the corneal layer showed mild laminar hyperkeratosis partially replaced by parakeratosis. The papillary and reticular dermis had a dense band-like perivascular infiltrate, consisting of epithelioid macrophages, plasma cells, and lymphocytes as well. The infiltrate affected the vascular wall, with focuses of spillage of erythrocytes.
Based on the histological findings, a complementary anamnesis (sexual history) was performed, which revealed an unprotected sexual intercourse 9 months previously. Serologic tests were requested, confirming the diagnosis of syphilis, i.e., positive venereal disease research laboratory (VDRL; 1: 256) and positive fluorescent treponemal antibody absorption (FTA-ABS). The clinical features were compatible with the secondary form of the disease. An HIV serologic test was negative, and the liquor analysis was normal (nonreactive VDRL). There were no signs of any other skin lesions or lymphadenopathy.
The treatment employed was 2.4 million units benzathine penicillin G intramusculary per week for 3 consecutive weeks. The lesion improved 30 days after the first dose ( fig. 3 ) and disappeared after 5 months ( fig. 4 ) . The nontreponemal test became negative after the same period. No relapse was observed after 24 months. 
Discussion
In the primary form of the disease, the specific lesion is the syphilitic chancre, which may be associated with a regional, painless, nonsuppurative lymphadenomegaly [2, 8] . Extragenital involvement occurs in 2-10% of cases, with 14% of them showing a lesion on the finger [8, 9] . It is usually caused by the contact with genital lesions during sexual practices and rarely occurs in health-care workers due to patient handling [9, 10] .
During the secondary stage, changes of the nail apparatus may also occur, although rarely [11] . Syphilitic nails can take the following forms: (1) changes of the nail plate, usually due to matrix involvement, and (2) a peri-and/or subungual inflammatory process [7] . The former can progress with brittleness, splitting, fissuring, pitting, onycholysis, elkonyxis, Beau's lines, onychomadesis, and nail loss [7] . The latter is mainly represented by syphilitic paronychia, with a tendency to occur as erythema and edema in the periungual tissues, just as observed in our case. Pain and inflammatory exudate may be present, and occasionally, ulcerative paronychia may occur. Hardly ever anonychia develops [7, 12] . It may affect one digit, particularly the thumb or the great toe; however, several nails are usually affected [12] . In our case, the periungual lesion was located on the fifth finger only.
Overall, secondary syphilis progresses with outbreaks that spontaneously remit and that are interrupted by increasingly prolonged periods of latency. Approximately 30% of cases develop the tertiary form, characterized by cutaneous involvement with nodules, ulcerative plaques, tubercles, and/or gummas [2] . Nail involvement is extremely rare in this stage [7] .
Due to the broad clinical spectrum, which includes uncommon lesions, it may be difficult to make a diagnosis just through the clinical findings. Often, the diagnosis is confirmed by serological tests, associating a nontreponemal (VDRL) with a treponemal exam (FTA-ABS, hemagglutination, treponemal enzymatic immunoassay, or Western blot). In the secondary stage of the disease, just as observed in our case, serology is the most important diagnostic method [2] . Histopathology is not a routinely employed evaluation for the diagnosis of syphilis, but it can be used in atypical presentations in order to complement the investigation [13] .
Therefore, a comprehensive knowledge of the presentation of nail involvement is important for the diagnosis and timely treatment of syphilis. 
